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very country has accorded major priority, at least in public statements, to the 
provision of health care to all the people. Very few have realized this goal. 
There are several reasons for this failure, including inadequate political and 
budgetary commitment and most importantly, lack of commitment 10 chang-
ing social and political structures that are basic to the improved health and well-
being of all groups in any society . Another fundamental issue is the system of 
health care that is adapted. Developing countries, in their desire to "catch up" to 
the richer ones, have emulated the models of modern medicine - training of phys-
icians, high levels of technical specialization, expensive hospital$, curative medicine. 
But is this model the correct one? Can governments afford this approach? Even 
if they could, would this be the most effective and least disruptive way of provid-
ing health care? And what would be lost to the society, in terms of existing tradi-
tional health care resources? 
Clearly, innovative approaches are needed to assure that adequate basic 
health services are easily available to everyone, at a price that everyone, and all 
nations, can afford. New kinds of health workers are needed, and in large num-
bers. But beyond this, we need to take the primary responsibility for individual 
health out of the hands of the professional worker, and back to the individual. 
Ultimately, we are each responsible for our own health. If the "system" is not 
tailored to this end, the result will be dependence on high-powered technology and 
on highly-trained specialists. This leads 10 the dehumanization of the health pro-
cess. 
The problem then comes full circle. The rich countries are facing the dilemma 
of extremely costly impersonal health services. An increasing number of concern-
ed individuals realize that fu ndamental changes are needed, but the problem of 
overcoming entrenched institutions is enormous. There is still time fo r the develop-
ing countries to create new models, more appropriate to their own traditions, capa-
bilities and financial means. It may be that they have a significant advantage in 
not being as yet totally committed to the inappropriate systems of the richer 
nations. 
Mr. Dorozynski has posed many of these questions, and has described a few 
of the new approaches being initiated. The International Development R esearch 
Centre, along with various governments and international agencies, has supported 
a variety of innovative programs designed to provide practical approaches to the 
provision of health care services, one of the most pressing problems in the world 
today. This provocative booklet effectively highlights the issues at stake, and will 
serve to stimulate discussion on this fu ndamental question that affects us all. 
George F. Brown, Director 
Population Heal th Sciences Division 
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ealth is said to be a human right, that is, a condition to which 
everyone has a just claim. The very acceptance of the notion 
of human right implies that society assumes a responsibility 
and will give high priority to carrying it out. 
Health, of course , includes a number of components such as 
sanitary education, adequate food and housing, good drinking 
water, protection against communicable diseases, access to the 
means of controlling one 's own fertility, as well as the more directly 
"medical" aspects of prevention and treatment of diseases . 
Obviously the right to health is not a reality to all the people of 
the earth. Hundreds of millions are underfed and poorly housed, 
and only a small percentage of the rural population of the de-
veloping countries have access to safe and adequate supplies of 
water. Communicable diseases are still widespread. And health 
care delivery - the delivery of the extraordinarily effective means 
of prevention and treatment known today - is non-existent in 
many of the developing world 's rural areas. 
A stereotyped approach 
It is with this latter aspect - health care delivery - that this 
publication is concerned, because it is becoming increasingly 
apparent that a stereotyped approach has almost universally been 
adopted that hampers effective health care delivery in much of 
the world . The stereotype is that of the Western medical system, 
which prevails no matter what a country's social or economic 
condition , political system, or religious beliefs. Of course it is true 
that delivery of adequate food or housing or good water is also 
hampered by factors other than poverty , but the reasons for 
maldistribution or mismanagement are less uniform than they 
are with respect to health care delivery. 
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6 The text that follows is based on the observations of the author 
and others , but obviously certain facts have been selected or 
stressed because they contribute to making a point : that there is 
a virtual monopoly concerning health care delivery, and that the 
monopoly does not always serve the best interests of all people. 
Other methods of health care delivery can be not only more effective 
under certain conditions, but also much less costly than those 
corresponding to the patte rn set by the medical establishment. 
Finding one's own way 
Some authors have gone further , mai ntaining that modern 
medicine has reached a point where it does not effecti vely treat, but 
instead creates disease . This viewpoint is more difficult to defend , 
although the re is no doubt that in som e highly industriali zed 
countries there exists a form of medica l and pharmacological 
addi ction. Statisti cs can easi ly show that people who are provided 
with "the best medec in e" do not necessarily enjoy the best health . 
It is not always easy for policy-makers in one country to be aware 
of conditions in other countri es, and to benefit from the experi ence 
of others. It is always difficult to break away from an established 
system , surrounded and support ed by its established hierarchy ; 
but breaking away may be necessa ry in order to find one's own 
path to progress , rather than following a path set by others, which 
may lead the wrong way. 
This publication does not attempt to recommend one so lution 
or another, but to show that there are many so lutions to the problem 
of health care deli very. Jn thi s respect it corresponds to the policy 
the International Deve lopment Research Centre, which does not 
provide medical aid in the form of physicians, drugs, or the support 
of classical medical education , but encourages proj ects that tend 
to develop original solutions by resort ing to ti ers of medical 
workers with diffe rent skills and leve ls corresponding to the needs 
an d the demand of a particular region or country • 

"If I were asked to compose an epitaph on medicine 
throughout the 20th century, it would read : brilliant 
in its discoveries, superb in its technological 
breakthroughs, but woefully inept in its applications to 
those most in need. Medicine will be judged not on its 
vast and rapid accumulation of knowledge per se, 
but on its trusteeship of that knowledge. We are now 
experienced, and all that remains is the problem of 
translating what is common knowledge and routine 
medicine, and hence practice, to the other two-thirds 
of the world. The implementation gap must be closed." 
Dr. N.R.E. Fen all, head, 
Department of Tropical Community Medicine 





here are approximately 2~5 million medical doctors in the 
world . This represents a "medical density" of about 8 doctors 
for lO 000 people, or 1250 people per doctor. (China, which 
possesses a unique health care delivery system, is exluded from 
these statistics, and will be discussed in a separate section). Of 
course these medical doctors are not evenly spread throughout 
th e world. Medical density vari es to a great extent, from less than 
one doctor for 100 000 people, to one doctor for 400 people. In other 
words , in some places peop le never see a doctor at all ; in others, 
doctors compete among themselves for patient s. 
Medical density and health 
A gross maldistribution becomes evident when medical density 
is broken down by countries or regions. In Africa as a whole , medical 
density is about 1.4 per lO 000 people. But in Africa as everywhere 
else, doctors tend to gather in large cities, so that rural populations 
are without any med ical serv ices exce pt the occas ional visit of a 
mobile team, usually carrying out an immuni zation program. 
In Asia medical densi ty is less than 3 doctors per I 0 000 people, 
and in Latin America, it is about 6.5. The countries with the greatest 
medical densities are Israel, with 25 doctors per lO 000 people, 
and the Soviet Union , 24. 
It is difficult, however , to establish a pos1t1ve correlation 
between medical density and healt h (o r with life ex pectancy, which 
lends itself more easi ly to statisti cal study). Results are sometimes 
conflicting. Bin-Dang-Ha Doan , director of the Centre for Medical 
Sociology and Demography in Paris, has recently published in 
Wo rld Health Statistics a study that shows a general correlation 
between medical density and life expectancy. An American 




The differences in medical densities throughoui\. riJ ~ 
the world are shown by this map, where continent~.,. ~ 
have been distorted in proportion to the 
number of physicians per 10 000 population. 
Thus in Asia, the density is about 3 physicians 
per JO 000 people, and the number of MDs should 
double in 30 years if it is to keep up with 
demographic growth. In Africa, there are about 
1.5 doctors per 10 000 people. The ratio 
between the regions of highest and lowest 
density is about 1 to 18. Within regions of 
the same countries, the spread can be still wider. 
The only feasible solution to provide adequate 
health care in many parts of the world is 
to train tiers of medical workers adapted to 
the needs, but also to the effective demand, 
of each country. 
.... ~ ...... 

12 Human Resources evidence indicating that the opposite may be true. 
For instance, he found that the life-span is essentially the same in 
a number of countries where medical density varies between 4 and 
16 doctors per 10 000 people. 
From under to over-medication 
In fact, it is easier to show that good health is related to hygiene, 
adequate food, good water and housing conditions than to the 
number of doctors in a population. This is true of industrial 
countries as well as developing ones. A recent study by the World 
Health Organization shows that in a number of industrial countries, 
the life expectancy of people over 60 has started declining. In most 
of these countries, the number of medical doctors has been steadily 
growing, and health expenditures increasing much more rapidly 
than the gross national product. But living conditions in highly 
industrial countries can be harmful, and a high medical density 
does not seem to help (perhaps because Western medicine concerns 
itself with individual, curative medicine, rather than with prevention 
through the elimination of conditions that encourage ill health). 
Indeed, there are indications that societies can reach a point of 
"over-medication" harmful to health. 
The staggering cost of doctors ... 
Medical over-consumption, however, is the concern of rela-
tively few. One of the major problems in the world today is how to 
provide the best possible health care in medically underpopulated 
regions, where mortality and morbidity are high. 
On the surface, the answer may seem obvious: increase the number 
of doctors where there is a shortage. For most of the developing 
world, this is just not feasible within the foreseeable future. For 
Africa to reach Europe's medical densi ty today would require 
multiplying the current number of doctors there by ten. If this goal 
were to be reached in 25 years - seemingly a more reasonable 
perspective - the number of physicians should be multiplied by 
20 in order to keep up with demographic growth. The cost is stag-
gering. 
... particularly if they don't practice 
In addition, it is unlikely that there would be sufficient 
"effective economic demand" for the services of highly trained 
professionals, who might then migrate to other countries, or give 
up medicine to go into government, politics or business. Both 
these things are already happening. The medical brain drain from 
poor to rich countries, and the number of doctors engaged in 
activities other than medicine, are vivid illustrations of often 
futile efforts to produce in quality something very costly indeed, 
and for which there is no effective local demand - the Western-style 
medical doctor. But there are other solutions • 
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"In most developing countries,· lead rs 
'"' 
given much thought to a well-tai ored answer to 
t e needs of their peopl{ Yet, a , 'il,e endent diagnosis 
could be of more benefit. than a borrowed rljmedy. 





a doctor in three y ea1: - and call him doctor, too. 
"" . . -.. -
We have long wanted to be like the masters, -- -
and not deviate fro'm their teachini Now the penclulum 
is ~winging and we are facing reality:' 
But it will take .courage to close the door, 
tighten your belt, and rediscover yourself, 
your- ego, y.our heroes. " 
Dr. T. Adeoye Lambo, Ibadan .. 
eputy director general, 











orld-wide statistics on morbidity and mortality are at best 
approximate. Their sources are often unreliable, and the 
overall picture may be inaccurate. The following one does 
not claim to be any better, as it only averages out some of the 
available figures in an attempt to give an idea of the problem to 
be solved before the theoretical right to health even comes near 
to being a factual right of man. 
Health expenditures in the world vary between less than S 1 per 
person per year in some of the poorest countries , to S 100 and 
more in wealthier ones. Average life expectancy at birth ranges 
from 30 to 75 years. But the pattern of disease is such that nothing 
varies as much as the chances for a child to survive long enough 
to become an adult. Mortality rates for children in the developing 
countries are about 100 times higher than in developed countries. 
Children are the first victims 
A recent estimate is given Paediatrics Priorities in the De-
veloping World, by Dr. David Morley. It suggests that "whereas in 
the developed countries each year half a million children die during 
the first 5 years of life, the corresponding figure for the developing 
worlds is 20 million ; or, expressed as deaths per year per million 
of under-fives, 625 in the developed countries, and 48 000 in the 
developing countries." 
Most of these children die of preventable or easily curable diseases. 
Of course in an overwhelming majority of the cases there is a 
composite picture of malnutrition and poor sanitation, which 
make the child vulnerable to illnesses that might otherwise be 
benign. The World Health Organization, which pools statistics 
from all member countries, estimates that about 90 million chi ldren 




















10 million are the victims of seve re malnutrition . Malnutrition 
itself, pa rti cularly when it is the result of a shortage of prote in and 
calories, can be letha l. But more often it is not - it opens the door 
to othe r di seases. It is estimated that children in the developing 
countries suffer from one type of infection o r another for at least 
one third of the ir first two years of li fe. In som e populations, measl es 
is 400 times as lethal as in othe rs. 
The principal causes of death 
The most wides pread , direct cause of death is represented by 
respiratory infections - pn eumonia, bronchiti s, bronchiolitis, 
otiti s media, crou p, tonsiliti s ... and the common cold . Second 
comes d iarrhoea - either the result of a gastri c infection , or the 
reaction o f the fragile, highly vascula ri zed digestive system of the 
child to another insult, whethe r in fe cti ve, tox ic, even the rmal. 
In general, between one third and two third s of children 's deaths 
can be attributed to combined malnutrition and infection . 
Treatment can be simple 
Are medical doctors, possess ing a bac kground of 20 yea rs of 
ed ucation , reall y essenti al to the recognit ion and treatment of 
th is di sease patte rn in eve ry indi vid ual case ? 
With regard to malnutrition , certainly not. Malnutrition may have 
many causes, from shortage of food to igno ra nce of the value of 
d iffe rent types of food. Once the patte rn is known , the solution 
is of an economical, politica l o r educational order. Sometimes 
satisfactory results can be achieved by ex plai ning that the piece 
of m eat traditionally set aside for the working father should be 
given to the growing child , whil e the piece of sugar reserved for 
the child should go to the fathe r. 
The vast majority of diseases supe rimposed upon malnutrition 
are easi ly recognized and treated effective ly with relati vely inex-
pensive drugs. In some countries, child morta lity has been radically 
red uced by teaching bare ly literat e people to recognize pneumonia, 
and to treat it with simple means - i.e., sulfonamides, eventually 
backed-up with antibiotics.Likewise, in the treatment of di arrhoea , 
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Poor housing and sanitation contribute 
to spreading infection . These children 
in one of lhe slums in Santiago, Chile, 
are to benefir from a housing program. 
Ir is estimared that 90 million children 
under five suffer from malnutrition. 
These boys, in Mauriwnia, chew 
bones in an "emergency kitchen." 
(following page) Children in a day care 
centre in Pakistan. The centre is part 
of a college where students 
are trained in welfare education. 

the dangerous symptom of dehydration is easily recogni zed and 
can be coped with , even within the fa mily. In Papua , N ew Guinea, 
m edical auxiliaries have learned to treat dehydration , reducing 
mortality to the rate of about 1 % - which is not worse than average 
results in many hospitals . In Brazil , there are "rehydration centres ," 
where intravenous inj ections and pe rfusions are sometimes pres-
cribed and admini ste red by women who cannot read . 
The entire equipment consists of a needle mounted on a tube 
leading to the inf us ion set , and a razor blade to shave the scalp 
when necessa ry. The result : mortality from dehydration has been 
reduced to 2%, in spite of poor nutrition and sanitation in isolated 
villages. 
Are doctors always essential ? 
Iron defici ency anemia , be li eved to affect some 700 million 
people (nea rl y a fifth of the world 's population) is treated by appro-
priate food or pills containing iron. Where it is particularly wide-
spread , diagnosis is far more costly than systematic treatment of 
pregnant or lactating women and young children. Once the condition 
is established , the inte rvention of medica l doctors to treat indi-
vidual cases is wasteful. Many other exa mples could be given. 
It is true that some diseases are not so readil y recognizable 
and more diffi cult to treat. But in the total pi cture of the developing 
world , they are a minority. A small percentage of respiratory 
di seases, fo r instance, is represented by often lethal staphyloccocal 
pneumoni a. Anemia may be diffi cult to pin point with precision . 
Cance r and heart di sease may require compl ex and costly treatment. 
The problem , then , could be put in a diffe rent way. When 
there is no doctor , should the other - the "easy" cases, remain 
untreated , because it is ax iomati c that none but medica l doctors 
should make diagnoses and prescribe treatment ? 
Healers who are not biochemists, gynecologists , gastroen-
terologists , or even medical doctors, can be effective even when 
they do not understand the precise mechanism of the therapy they 
prescribe. Come to think of it , how many doctors really understand 
the mode of action of aspirin ? • 
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CONTROLl:ING 
ONE ~5 NUMBERS 
"Simple methods of distribution, not involving clinics 
and doctors, would allow contraceptives to reach 
most p ts of the world. Howev r, there' is an almost 
unshakeable belief that do ors do something useful when 
• 
su ising the di Nbut(OJl of contraceptive pills ·and an 
impression that. it is unethical to suggest alternative -~ ms. 
The reverse way of posing the ques · na '/:l; it is • 
seems to be 
r. M..alco!N Potts, Regional Office 





an's lifespan and the physiology of his reproductive system 
indicate a reproductive capacity of about 10 deliveries in a 
lifetime. Millions of years of evolution have fashioned this 
system to insure the survival of the species , in circumstances entirely 
different from those prevailing today. 
Not long ago in many parts of the world (and still today in a 
few parts of the world) the full utilization of this capacity was 
necessary to insure the survival, to the adult age, of one or two 
individuals. This is no longer the case. Hygiene, medicine, vaccines, 
improved living conditions, have made our reproductive system 
dangerously redundant. Yet, man will retain his reproductive 
capacities for many thousands of yea rs to come. Evolutionary 
adaptation is painstakingly slow. 
Contraceptives as preventive medicine 
It is true that reproduction has to a degree been controlled by 
custom, but in the past century demographic growth has been so 
rapid that now only the use of technical means to control one's 
own reproduction can cope with an increased growth rate that can 
only be a transitional step in man's history. On the leve l of a popu-
lation, contraceptives can be looked upon unemotionally as a 
means to extend the time taken to conceive. 
Contraceptive means are also part of the "right to health" 
package, because family planning is the only way to control 
intervals between births with a view of improving the health of 
the mother and her children, and of insuring the survival of all of 
the children in a family. 
In spite of the emotional context that has surrounded the 
concept of family planning in recent years, the medical aspects 
cannot be ignored. K washiorkor, the "red child" or "the illness 
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of the de posed baby wh en the nex t on e is born ," is a seve re disease 
caused by protein deficiency usually following abrupt weaning. 
It is particularly frequent in Afri ca, but the ill effects of too short 
intervals between births are known the world over. It has been shown 
that in the United States, just as in poore r countries, there is a 
conside rabl e decrease in infant malnutrition when the interval 
between births exceeds two or three years. The rate of infant morta-
lity is four times less when a second pregnancy occurs two years 
afte r the first birth , than when it takes place only four months after 
it. F amil y planning , in other words, is effecti ve prevention against 
kwashiorkor. 
A choice, not a limitation 
Thus fa mily planning need not be identifi ed with limitation 
of famil y size or Malthusian politics, and thi s particularly true in 
under-populated deve loping countri es . It can mean , on the con-
tra ry, increased famil y size - increased, at least , with res pect to the 
number o f survivors. It is part of health care. 
Modern contrace ptive methods are the outcom e of biological 
and medica l research , and it is not surpri sing that medical doctors 
have tended to monopoli ze not only the technical , but the moral 
as pects of fa mily planning. They have often opposed simple and 
Not on~r drought, but a rapid populauon 
increase. hare contributed to famine 
in the Sahelian :one of Africa. It is 
known that child mortality increases 11hen 
pregnancies occur in rapid succession. 
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straightforward distribution of contraceptives and of information 
about their use. Yet, the use of a pill or a condom does not really 
require the supervision or assistance of a graduate of a medical 
faculty. 
Simple techniques, even for abortion 
The introduction of a medical doctor into the family planning 
programs of rural areas can become a drawback, particularly when 
the doctor is a stranger and does not remain in the area, while a 
village health worker, a mayor, or any other trusted member of 
the group, is familiar with his people, their problems, their attitudes, 
their taboos. It is easy for him to learn the do's and don'ts of family 
planning methods. Trials in several countries (Indonesia, Korea, 
Pakistan, Barbados, Guatemala and others) have shown that 
auxiliary personnel can not only distribute condoms and deliver 
pills, but learn to perform pelvic examinations and insert intra-
uterine devices. The example of China shows that even abortions, 
performed with simple techniques, do not require the skills of a 
highly trained medical practitioner• 
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for food after the drought ? And of this 
baby, suffering from marasmus, a 
condition that occurs mainly in children ? 
THE STORY OF A 
MONOPOLY 
The facts of the situation provide 
the best answer to those who argue 
on grounds of high principle that the 
sacred character of human life 
requires that medical care be dis-
pensed by doctors alone. Where, may 
I ask, are these moralizing doctors 
when village children fall ill or suffer 
an injury ? If they promote this kind 'i~il~!~~I~ 
of ethics in big cities, in the schools 
of medicine and in other distinguished 
circles, while millions, especially 
among children, continue to die and 
to suffer in areas where none of them 
are prepared to go ? One can under-
stand that a doctor finds difficulty 
in living in remote areas under rela-
tively primitive conditions. But it is 
difficult to accept that they should 
seek to prevent others, mainly the 
people most concerned, from bring-
ing health services to the areas in 
need ... If human life is sacred, as we 
all believe it to be, and if doctors 
alone are entitled to deal with human 
lives, and if finally they are not pre-
pared to assume that responsibility, 
it follows that something else should 
be done. 
Majid Rahnema, special advisor, 
Imperial Organization for 





edicine is the oldest, largest, most widespread, wealthiest, 
and perhaps the most powerful single monopoly in the 
world today. 
Such a statement need not be taken as a criticism or a 
condemnation. It corresponds to the classical definition of a 
monopoly as the exclusive control of the supply of any commodity 
or service in a given market. The commodity is health care ; the 
market, the world. 
From 1224 to date 
Western medicine can be said to have existed since the begin-
ning of the 13th century, when the Medical School of Salerno was 
organized, at a time when Arabic medicine, still dominant, was 
on the decline. The monopoly itself could be dated more precisely 
to the year 1224, when Emperor Frederick II of the Holy Roman 
Empire decreed that no one should pratice medicine without 
having passed an examination before the masters of the Medical 
School of Salerno. This monopoly has been maintained for seven 
and a half centuries. 
Today, accepted medical practitioners are , as a rule, graduates 
of Western-style medical faculties that have, all over the world, 
very similar requirements and approximately equivalent degrees. 
Practitioners who are not approved by the medical schools are 
usually considered to be quacks, and sometimes are meted out 
punishment not too dissimilar to that decreed in the 13th century 
of "imprisonment and confiscation of goods." 
This monopoly has not developed as a result of collusion, 
nor from the desire for power or wealth. In the beginning it seems 
just to have happened ; the reasons for its survival and growth are 
debatable. It has set standards that have been , at any given time, 
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One of rhe masters of Arabic medicine, 
which flourished for jive centuries, was 
Avicenna (980-1037), depicted below as he 
is received by the governor of Jspahan. The 
16th century marked a renaissance of scientific 
medicine. Above, the cabinet of a "master-
healer" in France. 
Among the jirst non-medical doctor-
healers were barbers. A bore, a jield 
barber-surgeon ( 16rh cenrury) 1s remo1•mg 
an arrow jrom rhe chest of a solider. 
Below, a J 5th cenrury relief on a choir 
srall of the R ouen carhedral sho1l's a 
barber-surgeon rrcaring a wounded patienr 
A health worker carries on a 
vaccination campaign in 
Afghanistan. 
Medicine among American Indians, 
as seen by a Frenchman 
in the 18th century. 
the best available, and it has had a powerful, beneficial effect in 
restricting charlatans. 
Membership in the medical establishment gives the right to 
diagnose diseases and treat patients and, depending upon the 
social and political setting where medicine is practiced, to be paid a 
salary or to collect a fee for services rendered. In many cases the 
fee is set by the profession itself or by the individual practitioner ; 
in others it is predetermined ; the fee is paid either by individuals, 
or by society. None of these differences really detract from the 
monopolistic situation. 
A sudden discontinuity 
Membership does not give all members equal right, status, 
or income, and this is understandable. A heart surgeon may place 
a valve, a neurosurgeon extract a brain tumor, while a general 
practitioner does neither. Thus within the profession, there are 
levels of expertise, and limitations, often corresponding to levels 
of status and of income. 
What may seem surprising is that levels of expertise do not 
continue below a certain point. There is a discontinuity. A general 
practitioner can treat ulcers, but no one who has not graduated 
from medical school should - in principle - diagnose a head cold 
and prescribe an aspirin. 
Pharmacists are a tolerated exception, but there is a subtle 
yet important difference, in that pharmacists are nut paid for the 
disgnostic service, but earn their living from profits on the drugs 
they sell and may occasionally prescribe. 
There are, of course, other exceptions. One is self-medication, 
widely tolerated and even encouraged for certain categories of 
diseases and certain drugs. These drugs are sometimes openly 
advertised, and the diagnostic steps as well as the therapeutic 
dosages are described to the public in newspaper and television 
advertisements. As a consequence lay people, by advising others, 
or telling them of their own experience with such or such medicine, 
often diagnose diseases and prescribe treatment, and this, too, is 
tolerated, as long as the lay person does not ask for a fee for the 
service performed. The medical profession cannot tolerate that 
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34 an "unqualified" healer be paid , and here again it reveals its mono-
polistic position. 
There is yet another exception , that of the non-medical doctor 
who is a professional healer. This te rm may appear to be contra-
dictory , because professionalism in the fi e ld of health care almost 
automatically attributed to medical doctors. The term "professional " 
is used here in its reference to an occupation providing livelihood , as 
opposed to amateurism. The professional non-doctor healer has 
existed for a long time , and for a long time he has been repressed 
by the medical profession. Today , his numbers are increasing, and 
it is likely that before long, the number of non-medical doctor-
healers will exceed that of medical doctors. 
Such healers are known by a variety of nam es , and their fun c-
tions and responsibilities vary from country to country and region 
to region . They are m edical assistants or auxiliari es, health offi cers 
or promoters , fe ldshers or barefoot doctors, medex or health 
extension workers, African doctors or health provosts. 
In the 16th century and even before, feldshers (from the 
German for field barbers) received additional training to act as 
military medical men . They shaved their masters, but also follo wed 
them in battle and wielded the sca lpel - an instrument not unl ike 
the barber's knife. Peter the Great officiall y turned fi eld barbers 
into part-time health workers to compensate for the shortage of 
trained phys icians in the Russ ian armi es . Feldshers in the Soviet 
Union today have retained thi s rol e , and have been integrated 
into the health care delivery system. After the Soviet revolut ion , 
many were upgraded to phys icians, but new fe ldsher schools were 
created. Today they may act as doctors' ass istants, laborato ry 
techni cians, publi c health specia li sts , occupat ional health specia li sts 
but , in smalle r towns and rural areas , they substitute for medical 
doctors and , in their absence , act on their own authority. 
In Jamaica, s ince the 17th century, physicians' ass istants who 
had se rved apprenti ceship and passed examinations could se ll 
herbal preparations and drugs, and became independent medi cal 
heal ers in ru ra l areas . After emancipation in the I 9th centu ry, 
form al training fo r dispense rs was set up , unt il a "proper" medical 
school was established in 1954. 
The Jamaican pattern, with variations, was repeated in many 
African countries during colonial times. An outstanding case in 
point is that of Senegal, where the Ecole Africaine de MMecine 
was founded by the French in 1918, and produced, by 1951, more 
than 800 mMecins africains, each having followed four years of 
training in simple obst etrical and surgical procedures, preventive 
medicine, public health and sanitation. 
Most of them worked "in the bush ," where European doctors 
were seldom seen. They were effective not only because they cared 
for the ir own peopl e in conditions these people had been accus-
tomed to , but perhaps also because they were not allowed to set 
up private practice in town, nor accepted as medical practitioners 
abroad . Similar systems were adopted in Madagascar, Nigeria, 
Zanzibar (now part of Tanzania) and Fiji. 
Medicine as a status sy11bo 
Another example is that of India, which had, by 1948, 14 
medical colleges on the university level , and more than 20 medical 
schools that offered four years of training to high school graduates 
who became "licensed medical practioners" or "sub-assistant sur-
geons." They could practice medicine on the ir own , and were 
commonly referred to as "doctors." 
When colonies achieved independence many of these systems 
crumbled away. Local governments felt in many cases that the 
"auxiliary doctor" system had been set up so that "proper" doctoring 
would be reserved for Europeans. Once independent , the European-
trained indigenous medical doctors understandably tended to 
perpetuate the colonial medical monopoly (to which they belonged) 
ei the r by rejecting non-doctor healers, or by upgrading them to 
their leve l, without realiz ing that they might be suppressing some-
thing that corresponded to the needs of the people far better than 
a totally imported system. It is undeniable also that medical degrees 
became status symbols , like tall buildings , steel mills,and limousines. 
Thus the Ecole Africaine de MMecine has ceased to exist, to 
be replaced by the "proper" medical faculty of Dakar ; some of the 
mMecins africains have been upgraded, whil e the others are gra-
dually di sappearing. In India, all of the medical schools have been 
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36 transform ed into colleges, and new colleges have been added , so 
that India today is one of the world 's major ex porters of medical 
doctors to ri ch countries. Many large population groups have 
remained without any medical care at all. Native healers that 
exi sted in almost eve ry country have to a great ex tent been 
prevented from practicing in the open. Yet , some of these, too , 
could have learned enough modern medical technology to become 
"medi cal heale rs" and be integrated into a health system . As 
Anthropologist Margaret Mead has pointed out in a study carri ed 
out for UN ESCO : "The introduction of medicine has meant a 
loss of faith in the known , and when the new medicine proved too 
expensive, people found themselves without any medi cine." 
Monopolizing the simplest tools 
The most iron ically tragi c as pect of the failure to provide 
adequate medical coverage in many countries is that medical 
technology in the past few decades has become such that most o f 
the major di seases in developing a reas are easil y recogni zed , and 
the means of treating or preventing them are known . There is no 
need for a post-graduate speciali st to diagnose the patt ern of 
di seases that carry the heav iest toll. Ivan Illi ch , director of the 
Inte rcultu ra l Documentation Centre in C uernavaca, Mex ico, has 
aptly decribed the situation in a few words : "The parado x is that 
the more the tool becom es simpl e, the more the medi cal profess ion 
persists in monopoli zing it. The more the initiation of the therapist 
is lengthy, the more people becom e depend ent upon him fo r 
rendering the most elementary care." 
Unfortunate ly, it must be added that in many develo ping 
countries, the hope for the population to receive adequate health 
care is also thwarted by the attitudes of the elite, devoted to W este rn 
medical standards. This has two consequences - the first be ing that 
these standards become incorporated into the national goa l. 
Medical schools are designed in te rms of prestige symbols, rathe r 
than to improve the health of the people. This may represent an 
enormous drain on the limited resources allocated to the health 
of the population. 
What goes into health budgets 
A second consequence is a form of collusion of the elite with 
the medical monopoly , once more to the det riment of the people. 
An example is provided by the close examination of the health 
budget of one African country (and there are, probably, others 
where a similar situation prevails). In that country , nearly half 
of the health budget is spent to give Western-style treatment to an 
elite representing at most a few percent of the total population. 
A widespread practice (sometimes encouraged by "donor'' coun-
tries, as a way of maintaining a friendly relationship with the 
decision-making elite) is known under the euphemism of "sanitary 
evacuation." This means that a civil servant, usually of a high level , 
is flown to Europe for the treatment of a more or less real disease , 
and put up in a costly clinic. Sometimes part of the family comes 
along to stay in a nearby hotel. The expense, of course, is absorbed 
by the health budget of the African country, but that isn't all. 
Some time later, the grateful African offi cial invites the treating 
doctor on a "study trip" to hi s sunny country. The trip may start 
with a brief visit to a hospital , but usuall y includes a lengthier 
"relaxation time" in the form of a safari in a national park or a stay 
at a seaside resort. The cost is also li sted under the country's health 
expenditures ; the medical· monopoly is reinforced, and the health 








"Of the 16 689 physicians newly licensed (in the 
United States in 1973), 7 419, or almost one half, were 
graduates of foreign medical schools, reflecting 
for the seventh consecutive year a substantial increase 
in the number of foreign physicians taking state board 
examinations." 
Press release, 
American Medical Association 
THE BRAIN DRAIN: 
CAUSE OR EFFECT ? 
A 
Nigerian medical doctor, graduate of the faculty of Ibadan, is 
quite understandably tempted when he receives a fellowship 
to specialize in paediatrics in London or Edinburgh. He may 
leave with the intention of returning to his country , but having 
completed the post-graduate specialty, he will undoubtedly realize 
that the conditions to practice it as he has learned it are better in 
Europe than in his own country. He is, just as understandably, 
tempted to accept a staff position in a British hospital. Eventually, 
he may acquire British nationality. 
A British graduate, in turn, may well be interested in post-
graduate work in Harvard or New York. Should he select a specialty 
not favored by American physicians (proctology, for instance) he 
will have no difficulty in obtaining a staff position and settling in 
North America, where his income will be considerably higher 
than it would be under the National Health Service scheme in 
England. 
It may be that a few American doctors, sponsored by a govern-
ment agency or a private foundation, may follow a course in 
tropical medicine and travel to Africa to practice in isolated regions, 
or to teach in an African medical school. But, with very few 
exceptions, these doctors will return home rather than settle in 
primitive conditions that are foreign to their way of !if e, and where 
the cultural and language gaps as well as the lack of facilities make 
it impossible to practice the kind of medicine they have been taught. 
This circuitous path of medical doctors around the globe may 
take different forms, but it always runs in the same general direction, 
from the less affluent to the more affluent countries. Thus in 1972, 
447 British physicians took the test of the U.S. Educational Council 
for Foreign Medical Graduates (ECFMG) and 420 of these passed 
the one-day examination to obtain the certification required to 
enter the intern and residency programs approved by the American 
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Rich countries are major importers of 
medical doctors from poor ones. Jn 
the U.S. and Canada, about one 
fifth of the licensed physicians 
are foreign medical graduates. 
Medical Association. During the same year, 201 Nigerians took 
the ECFMG test, and 110 passed it. 
Viewed from the American perspective, this number may 
seem small in comparison to some 330 000 licensed physicians 
in the country. But it adds up - still by the end of 1972 - to a total 
of 68 000 graduates of foreign medical schools (rep resenting about 
one fifth of the nation 's physicians) licensed to practice in the United 
States. There were another 11 000 in Canada. 
Viewed from the other side, that of developing countries, this 
represents a huge drain. Nigeria has less than 3 000 physicians, with 
a ratio estimated at one per 20 000 people. Since most of these 
physicians practice in la rger cities, the ratio for the majority of the 
population is between one to 50 000 and one to 100 000, which 
means that 100 Nigerian physicians who leave for the United States 
or elsewhere could provide at least some medical coverage to a 
population between one half and one million. 
Far from slowing down, this drain away from the poor countries 
has been increasing. In 194 7, 43. 7 % of the physicians emigrating to 
the United States came from Europe. A year ago, this percentage 
was down to 12 - while Asia contribued two thirds of all foreign 
medical graduates coming to the U.S. 
Countries like the Philippines and Iran lose to the United 
States and other industrial countries about one third of their crop 
of medical graduates. In 1972, more than 4 000 Indian physicians 
ap plied for the ECFMG, and 1 667 passed it. The respective figures 
were 481 and 207 for Brazil ; l 150 and 481 for Taiwan ; 121 and 42 
for Guatemala ; 131 and 45 for El Salvador ; 149 and 45 for 
Bangladesh ; 430 and 121 for Colombia ; and 972 and 245 for 
Pakistan . It has been estimated that 8 to 10 medical faculties in 
India , and two in Central America , function exclusively to supply 
doctors to the United States and other rich countries. 
Mr. Majid Rahnema, former Minister of Science and Higher 
Education in Iran, and now special advisor to the Imperial 
Organization for Social Services , writes that "the 1971 figures 
provided by Pahlavi University show that while Iranian univers ities 
produced 600 doctors that year, 675 doctors le ft Iran for ab road. 
I hope and believe that was an exce ptional yea r, but there 1s no 
denying the seriousness of the problem." 
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42 American and 
European medical 
doctors sometimes practice 
in developing countries. 
But how long will they stay 
before returning home ? 
A medical assistant, like 
Haile Aenege of Ethiopia 
(below) directs a health 
center in his country --
and is not likely to 
emigrate to set up practice 
elsewhere. 
Dr. Alex Gerber, of the University of Southern California 
Medical School, estimates that the input of foreign medical gradu-
ates represents , for the United States alone, $430 million a year 
in reverse foreign aid, much of it from countries that can little 
afford it. This annual input comes in addition to a capital invest-
ment of about four billion dollars which the United States has 
saved by not having to set up the medical schools and affiliated 
university hospitals required to produce more than 4000 medical 
doctors a year. "The continuing brain drain of physicians from 
underdeveloped countries to our shores," he writes, "leaves no 
doubt about who is helping whom medically and this blatant 
foreign aid in reverse policy is rapidly becoming a national disgrace." 
Another form of "cost accounting," by the Department of 
Community Health of Pahlavi University shows that future earnings 
of an Iranian physician who emigrates to the United States amount 
to an average of $573,000 - that is, $91.7 million for the 160 who 
were licensed in 1970 alone. This is what they are "worth" to the 
U.S. - and what they do not contribute to their own country. 
Extrapolating this to some 80 000 foreign MDs who have settled 
in North America in the past 20 years, this amounts to a staggering 
"reverse foreign aid" bill of $45 billion ! 
This exercise in accounting gives an idea of the magnitude 
of the problem. But is the brain drain really a drain ? Dr. Henry 
Mason, of the AMA's Division of Medical Education, concludes 
that it is , in fact, not a drain but an overflow of physicians who can 
find no proper place for their talents at home. Young graduates, 
understandably, want the best possible career. They are trained to 
practice what could be termed "luxury medicine," and they go 
where there is a demand for it. Advanced countries hesitate to close 
their doors , and developing ones , to imprison the MDs they have 
produced at such a high cost. 
It seems amazing that poor countries continue to produce 
healers for rich countries. And, while negotiating new prices for 
some of their natural resources, go on exporting for free a resource 
they are, themselves, so much in need of. But such is the prestige 
value of a Western medical faculty, and the power of the monopoly, 
that this is likely to continue for many years to come • 
43 
"Physicians are like kings, 






here are few statistics on diagnostic errors by medical practi-
tioners. There are even fewer , however, attempting to compare 
diagnosis and treatment by medical doctors on one hand, 
and non-doctor on the other. The very thought of such a com-
parison seems to be almost irreverent and somehow unethical. 
One comparative study, carried out by Dr. Hossain A. Ronaghy, 
of the Department of Community Medicine of Pahlavi University, 
Shiraz, Iran , gives rather surprising results. In the study, 244 
consecutive patients were seen independently both by a physician 
and by an "auxiliary" with no medical training (he was a young 
economist who had worked as a clinic coordinator for a year). 
Each patient was first seen by the auxiliary, who recorded his 
impressions of the patient's problems and his suggestions for 
treatment. The patient was then interviewed and treated by a 
physician, who had not been informed of the auxiliary's "diagnosis." 
The results were then compared. 
It turned out that only in four cases did the auxiliary miss a 
potentially serious problem, and none of these was a life-and-death 
matter. Most doctors will agree that even for a medical practitioner, 
a margin of e rror of less than 2% cannot be considered as excessive. 
The comparison is unex pectedly favourable to the unlicensed 
non-doctor, and Dr. Ronaghy recogni zes that the number of cases 
examined is not sufficient for the study to be "statistically 
significant." 
A simi la r study was carried out in Guatemala by a graduate 
student of the Department of Community Medicin e of the 
University of Kentucky College of Medi cine. He found that 
"heale rs" with a few weeks' training make the proper diagnosis 
and prescribe appropriate treatment in about 70% of the cases. The 
investigator found that sometimes the treatment prescribed by the 
healer was incomplete, and that sometimes unnecessary extras 
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46 were added, but he also concluded that no patient was harmed 
by a wrong treatment. 
Few doctors who have worked with auxiliaries, or have seen 
them work, find them useless or harmful. Prof. Pierre Pene, director 
of the Tropical Medicine and Health Research and Teaching 
Unit at the University of Aix-Marseille, who has long practiced 
and taught in Africa, finds that the vanishing medecins africains 
have been immensely useful to their country. In a study of 15 
African states, he has found that medical density in rural areas is 
between one physician for 30 000 people and one for 100 000. He 
concludes : "In spite of the efforts deployed by goverments, rural 
areas are, and shall long remain, under-medicated. It is for these 
rural areas that should be formulated, and solved in a realistic 
manner, the problem of the formation and utilization of an auxiliary 
medical personnel." 
Yet, little has been done on national levels. Why ? According 
to the World Health Organization's "Organization study on methods 
of promoting the developmen~ of basic health services" (1973) : 
"A pattern is emerging of less or least utilization of health 
services in areas that have the least sufficient services. There is a 
shortage of trained staff at all levels ; but countries that have 
insufficient staff show the greatest maldistribution within the 
country , and appear to have the highest emigration rate ... There 
have been few large-scale attempts to find , introduce and supervise a 
health service staffed mainly by health auxiliaries responsible for 
primary care. For example, the barefoot doctor idea is an interesting 
one deserving greater attention . If the peripheral services have 
clearly stated technical functions consistent with the national 
goals , proper supervision, and a referral system related to the more 
specialized health service resources and the needs and demands 
of the community, it would appear probable that coverage and 
uti lization would be improved and a greater return would result 
from their use . It could be said that the way in which such a service 
could be run is already known and that what is lacking is a national 
will and a manner of overcoming the entrenched opposition of 
organized medicine" • 
In most of the countries 
where medical auxiliary 
programs have been initiated, 
good results have been 
obtained. Left : in Sudan, 
an auxiliary discusses 
the birth of a child with 
a midwife. Below : in 
Algeria, the Institute of 
Health Technology. 
Bottom : In India, 
instructions about family 
planning are given by 
a trained health worker. 
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Here, a young 
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to a village 
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o most Western observers, the events that have led to a 
complete upheaval and reorganization of the health care delivery 
system in China are as mysterious as the East. The results, admit-
tedly, are amazing. In a few years, a "developing" country, cutoff from 
Western civilization, has singlehandedly overcome chronic malnu-
trition and brought under control most of the epidemic diseases 
that had plagued the country in the past. Child mortality has been 
reduced in a spectacular fashion, and something that appears to be a 
nationwide family planning program has been set up. In the process, 
the Western medical monopoly has been overturned, while many 
of its achievements have been incorporated into a truly national 
medical system, that has also benefited from the experience of 
countless generations of traditional practitioners. 
Needless to say , China is a very particular case. 
China was a semi-colonial, semi-feudal country, long subjected 
to outside influence and foreign aggression. In the 19th century, it 
was to some extent Europeanized. In large cities, the European-
style medical system became prevalent, and the Chinese Medical 
Journal was printed in English. The pattern is only too well known. 
According to Dr. Chu, of the Ministry of Health, China trained 
about 9 000 physicians from 1927 to 1929, and some 140 000 allied 
medical workers. 
After the success of the Chinese revolution in 1949, changes 
in the health care delivery system slowly gathered momentum. A 
first step was the introduction, in the fifties, of the teaching and 
practice of traditional Chinese medicine (acupuncture, moxi-
bustion - the cauterization by burning herbs on the skin - and 
herbal medicine) alongside Western medicine. By 1958, there were 
at least 13 colleges and several hundred secondary schools capable 
of producing thousands of graduates to join the ranks of some 
500 000 existing practitioners of traditional medicine. At the same 
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time W estem-style medicine reached a high level, and the country 
produced its own heart-lung machines, hyperbaric oxygen operating 
chambers, and drugs. 
But the government realized that "these so-called first class 
physicians ignore the existence of 500 million peasants and serve 
only the urban minorities." The pattern, in other words, was not so 
different from what it is in many former colonies. 
Then, in less than a decade, the situation changed completely. 
In 1965, Chairman Mao asked that "in medical work, the emphasis 
be put on the rural areas." This was no mere aphorism, but a policy 
that was rapidly and effectively enforced. It gave impetus to the 
"barefoot doctor" system, now the backbone of health care delivery 
in a country of 800 million people. 
The birth of barefoot doctors 
It seems that the term "barefoot doctor" was first used in the 
Chiangchen People's Commune on the outskirts of Shanghai in 
1965. This commune had one clinic with a dozen doctors and nurses 
to serve a population of 28 000. While treating patients, the medical 
team started to teach young farmers to perform some medical tasks. 
These peasants, like others, were paid on the basis of work-points . 
They continued to work in the fields, but took time to care for their 
fellow farmers, who affectionately called them "barefoot doctors." 
Barefoot doctors earn about as much as farmers, sometimes 
slightly more. 
In the years that followed, the barefoot doctor system spread 
rapidly. To begin with, the government allocated more funds for 
medical service in the rural areas, so that most money went to 
where the majority of the people live. (In most developing countries, 
and, for that matter, industrial ones too, the reverse is true : most 
of the "health money" goes to the cities, where the doctors are.) 
It is estimated that 700 000 doctors and medical workers joined 
mobile teams that travelled to remote areas, and that more than 
100 000 medical graduates went to work in the countryside. 
Lightweight, portable equipment was developed for the mobile 
teams, so that even major operations could be performed in the 
villages, either in tents or in the homes of patients when there was 
no health centre. 
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54 These young doctors and the mobile medical teams started 
training more barefoot doctors, selected from peasants and educated 
young people in the countryside. The selection is generally made by 
commune members and approved by brigade leadership. Chosen 
not only for their educational background but also for their 
willingness to serve the people in an unselfish way, the new barefoot 
doctors are usually about 20 years old, and have a primary or junior 
high school education. 
First they receive three to six months' training, either in the 
commune or at the county hospital, from the mobile medical teams, 
or in schools set up for that purpose.After a period of practice, they 
receive additional training and refresher courses, usually repeated 
at least once every year, during the slack winter season. 
The training concentrates on basic medicine and treatment 
and prevention of the most common diseases in the area. There 
is no set curriculum - it is adapted to the needs, the sanitary 
conditions and the disease pattern in every region, and practice is 
integrated with theory. 
Barefoot doctors learn the use of common Western drugs, 
of traditional medicinal herbs , acupuncture, and simple medical 
techniques such as injections, surgical dressing, and first aid. They 
practice preventive medicine and give inoculations, report commu-
nicable and seasonal diseases, organize sanitation campaigns and 
massive drives against rats, bedbugs, flies, mosquitoes , or snails. 
As a Chinese doctor, Prof. T. K. Lin, recalls it : "Each of us , 
regardless of whether he was a janitor or a university president, had 
to carry around a big fly swatter and a vengeful lust for dead flies. 
Everyone had his or her quota to fullfill by the end of the week." 
Women barefoot doctors , in addition, become midwives , learn 
maternal and child care and the use of contraceptives, and perform 
abortions (the aspiration method is now widely used in the cities 
and the countryside.) 
The number of barefoot doctors in China now exceeds one 
million. Many of them have been elected to the revolutionary 
committees, and the best are recommended for training in medical 
schools ; upon graduation, most of them return to their villages. 
Thus in a few years, China has managed noticeably to improve 
the health of a huge rural population that had been chronically ill 
throughout much of Chinese history. Smallpox and cholera appear 
to have been practically eradicated; leishmaniasis and schisto-
somiasis, once widespread parasitic diseases, are at least under 
control. 
Self-reliarce co'Ties fir 
Throughout this "medical revolution," the emphasis was placed 
on two points : self-reliance, and the rural areas. During the 1974 
World Health Assembly, the Chinese delegate, Prof. Huang Chia-
szu stressed these points several times : "Each country should do 
a good job of its national health work at the basic level. As far as 
China is concerned , to do a good job of health work at the basic level 
mainly refers to health work in the rural areas." And : "The Chinese 
government and people have always held that only after a country 
has won complete independence politically and economically, 
can broad prospects be opened for the development of national 
health services." 
It does not seem that the Chinese barefoot doctor system, as 
it has developed in its social, political and cultural background, is 
readily exportable as is. What is exportable, however, is the idea 
that non-medical healers can be of tremendous service in a country 
where the Western-style medical doctor does not correspond to 
economic or cultural realities. 
It may be a hundred times less costly to train a healer, auxiliary , 
or barefoot doctor than it is to train a medical graduate. If the 
medical doctor leaves his country or remains in the city to compete 
with other medical doctors, while the health worker remains where 
he is needed , the cost accounting of health care delivery becomes 
overwhelmingly favourable to the health worker. And if a medical 
doctor can supervise , and collaborate with, health workers strate-
gically spread out through a large area, his effectiveness is consider-
ably increased • 
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THIN RED LINE 
"There must be a system of lay. curers whose primary 
function will be the responsibility for general health 
care in their community . The f ront line of service 
will be dedicated, responsible laymen who at low cost 
and in a short time can be taught to recognize and treat 
the majority of illnesses not readily curable by self-help. 
Their responsibility will be only to the patient and to 
themselves, to no one else, and not to the elite, 
closed union that can dictate price or limitations of 
services .. . A man can be trained in three months to 
recognize and manage most health problems, and 
manage them well, with the more sophisticated problems 
being sent on to the man with more 
sophisticated training. " 
Dr. Carrol Behrhorst, 





edro Chacach, age 35, is a Cakchikel Indian, descendent of the 
Mayas of pre-Colombian Central America. He is one of the 
best-known and most respected men in his village, San Jose 
Poaquil (pop 3 000) on the high plateau of Chimaltenango above 
Guatemala City. 
In the waiting room next to his office, there are about 20 
patients. Chacach is giving a penicillin injection to a young boy 
whose injured hand shows signs of infection. The healer's office 
is part of his home, a stone and mud house with a beaten earth floor. 
There is a wooden table covered with a white cloth, and, around him, 
the now traditional symbols of the modern profession of healing : 
stethoscope, syringes, ampules and a medicine cabinet, and a 
diploma hanging on the wall. The fee for services rendered - also 
traditional to the profession - is respected : 25 centavos (about 25 
cents) for the treatment, including the injection of penicillin. 
A healer to his people 
Chacach is not a medical graduate. He is bilingual, speaking 
both his native dialect and Spanish, and he can read and write. 
A few years earlier, he completed a three-month course aimed at 
teaching him to recognize and treat the most common medical 
problems in his community. On the high plateau, inhabited by some 
200 000 Indians, most of whom speak only one of the region's 
dialects, there are about 50 such healers, with the official title and 
diploma of "health promoter," to deliver health care in a population 
where, a few years ago, between one third and one half of the 
children died before reaching the age of five . 
As years go by, it happens that a Western-type doctor, a graduate 
of Guatemala City's medical school, starts regular visits to the 
villages, or that a health center is created nearby. The health 
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promoter thus finds himself in competition with the medical doctor. 
Some medical doctors in Guatemala are critical of the promo-
dores system. One of them does not hesitate to say that the system's 
creator, Dr. Carrol Behrhorst, should be run out of the country. 
It is true that Dr. Behrhorst is an American expatriate who has, 
with missionary zeal, set up a health system in a community of 
Indians he has learned to respect. The system is far from perfect. 
The promoter's knowledge and skill are limited, and they make 
errors. But would the disappearance of the system and Dr. Behrhorst's 
return to the United States (where he could discuss the problem 
with a number of expatriate Guatemalan physicians) be a better 
solution ? 
A multi-tiered system 
In Guatemala, a beautiful country that attracts many foreigners, 
at least ten separate health care delivery systems have been started 
in the rural areas. The latest has been undertaken by the Ministry of 
Health with the technical assistance of another American doctor, 
E. Croft Long. It consists of training "rural health technicians" who 
receive two years of medical training and will be assigned to work 
in rural areas as salaried ministry employees under medical super-
vision. They will represent an intermediary step between the health 
promoters and the medical doctors, part of a multi-tiered health care 
delivery system that will be much less costly to create and to maintain 
than a hypothetical coverage of the needs of the country by medical 
doctors, who would have to be produced, and persuaded to stay in 
rural areas. 
A pattern adapted to the needs 
Dozens of such systems are being tried throughout the world. 
They cannot follow a set pattern, but must be adapted to local 
conditions. Only one set pattern has been almost universally tried -
that of the Western medical establishment ; the considerable 
investment has not given adequate returns. 
The importance of the environment in which a health care 
system operates was demonstrated by Dr. Hossain Ronaghy, of 
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60 Shiraz, Iran. He has provided a selected number of villagers with 
medical training similar to that received by Chinese barefoot 
doctors ; but the result was not a crop of Iranian barefoot doctors. 
"Iranians are a highly individualistic people with a limited 
history of cooperative enterprise, whereas the Chinese have a long 
history of close cooperation (such as irrigation works) made impe-
rative by the intense crowding in the great river valleys," writes Dr. 
Ronaghy. Perhaps because of this, the Iranian auxiliaries (komak 
behdars) became more interested in individual, curative medicine, 
diagnosis and prescription of treatment , whereas the educational 
and sanitary aspects of the work, strongly emphasized in the teaching 
(and so successfully carried out in China) elicited less enthusiasm. 
Multiple levels of training 
If the Chinese barefoot doctor system is not exportable, the 
idea of a multi-tiered health personnel is, provided the tiers are 
adapted to the local needs. Levels of healer training can range from 
a few weeks to a few months, even a few years , approaching the level 
of the Western practitioner. Such an approach has been taken in 
Yaounde, Cameroon, where a six-year course leads to the formation 
of medical doctors who are not exportable, and who are expected to 
work in teams with auxiliaries and nurses. However, a few of the 
graduates of this new school of health sciences have expressed 
interest in completing their training abroad. And this, too often , is 
a first step towards emigration. 
For there is a strong temptation to cross the thin red line that 
separates medical graduates from other healers , because an extra-
ordinary prestige has been associated with those who are anointed 
by medical faculties and academies. The temptation of a medical 
doctor to go higher, into super-specialization, is not so great, 
because he has already crossed the line and joined the ranks of 
officers and gentlemen. 
The existence of this "red line," or sudden discontinuity in the 
gradual progression of hundreds of possible levels of skill and 
knowledge , has created class distinctions, and helps maintain the 
monopoly. The social usefulness, ability, and dedication of the 
healer have no relevance in this distinction. 
The elimination of this artificial gap and the full recognition 
of non-medical graduate healers may be among the most important 
prerequisites for the creation of an effective health care delivery 
system. Here is how Dr. Simon Bedaya-Ngaro, director of Public 
Health and Social Affairs of the Central African Republic, views the 
importance of the "medical assistant" as a full-fledged member of the 
medical team : "Recruited and trained at a level higher than that of 
a nurse but lower than that of a doctor, he should know how to 
guide and supervise the former, and to assist and relieve the latter. 
If necessary , he should be capable of replacing the doctor with a 
clear delegation of authority ... He should be ready to act indepen-
dently in districts where there are no doctors ... By the time of his 
retirement, his pay and privileges should be equivalent to those of a 
doctor in mid career. He should know that he has a rewarding career 
ahead of him, and that he will be fullfilling an important role in 
building a better future for his country." 
Iran : sweeping reforms envisaged 
Such a system does not negate the role of medical doctors as 
essential members of the team. But when doctors are scarce, their 
skills should not be wasted on tasks that others can perform as well. 
It is true that the reorganization of a nationwide health service, 
however inadequate , in the face of an established and powerful 
medical order, is a difficult task, almost a revolution. China has done 
it in relatively few years, thanks to a very particular, and perhaps 
unexportable, political system. Another country, Iran (which finds 
itself in the position of being a rich developing country) is envisaging 
rapid and sweeping reforms. In 1974, Prof. Anushirvan Pouyan, 
Minister of Health, announced that a budget had been approved for 
the training of 50 000 auxiliaries, to deliver front-line health care to 
Iran's rural population of about 20 million, scattered throughout 
some 55 000 villages. Two thousand auxiliaries were to be trained 
within a year - an impressive first step ; the auxiliaries would 
include nurses, assistant nurses, doctors ' aides, and front-line 
health workers. 
The plan also provided for the creation of a four-year Bachelor 
of Science program in health sciences, and an attempt to compress 
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traditional medical education from seven to five years - a measure 
that could be a powerful break to the huge medical brain drain from 
the country. (This last measure was expected to meet with a strong 
opposition from the country's medical establishment.) The World 
Health Organization, in cooperation with Iran, has agreed to form 
an institute for the development of health sciences, the first one 
of its kind, to help carry out the project. The Iranian experience 
may well serve as an incentive to other countries. For many nations, 
developed or developing, are now conscious that the spectacular 
achievements of medical science are not being delivered to the 
people who are most in need. They are conscious, too, that new 
approaches, beyond the "technological fix," are needed to distribute 
the benefits of these achievements. Only in this way will the funda-
mental goal of medicine - health care, rather than the accumulation 
of knowledge - ever be reached • 
The isolation of Iranian villages, 
where the majority of the population 
lives, makes it impossible to insure 
health coverage by medical doctors. 
Indians in Guatemala may travel many 
hours to this clinic in Chimaltenango. 
A system of health promoters has been 
developed in some of the villages. 
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